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Background/Purpose: Cultural competence in the healthcare system is a crucial strategy to ensure the availability, 
accessibility, acceptability, and quality of healthcare services. However, literature on the systemic implementation 
of this concept in the Central and Eastern European region is scarce. The aim of our study is to present insights into 
the barriers to cultural competence and measures for its advancement in the Slovenian healthcare system.
Methods: We employed a qualitative methodology, conducting semi-structured interviews with professionals and 
experts in Slovenian healthcare system. Data was analysed by directed content analysis.
Results: The identified barriers to cultural competence and measures for its advancement pertained to several 
areas, including staffing, information for healthcare users, multidisciplinary and multi-level approaches, data collec-
tion and research, communication possibilities and skills, legislative foundation, flexibility of the healthcare system, 
quality standards, and educational efforts and policies.
Conclusions: In our study, we found that most barriers to cultural competence exist at the systemic and organiza-
tional level. Consequently, the measures identified to address these barriers should also be implemented at these 
levels. The first step towards achieving safer and more equitable healthcare services should involve incorporating 
the core principles of cultural competence into strategies and policies at both systemic and organizational levels of 
healthcare. 
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1	 Introduction

Cultural competence is an essential necessity in our 
globalized world, irrespective of industry, profession, 
or geographical location (Yousef, 2024). In healthcare, 
experts agree that cultural competence is crucial for the 
healthcare availability, accessibility, acceptability, and 

quality (Napier et al., 2017). 
The concept has begun to develop in the seventies as a 

response to recognizing the influences of culture on health 
and on the vulnerability of certain population groups (Saha 
et al., 2008). Over the years, it has evolved into a multidi-
mensional concept considered by many experts to be a key 
condition for achieving equality and quality in healthcare 
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(Anderson et al., 2003; Napier et al., 2017; Constantinou 
et al., 2022). 

First definition of cultural competence, applicable to 
healthcare organisation or a system, but also to an individ-
ual healthcare professional, was offered by Cross and col-
leagues in their scientific monograph of 1989 – this defini-
tion is still the most frequently cited (Jongen et al., 2018; 
Handtke et al., 2019). They proposed that cultural com-
petence is a set of coherent behaviours, relationships, and 
principles present in the system, as well as in the organiza-
tion or among practitioners, enabling effective functioning 
in intercultural situations (Cross et al., 1989). Betancourt 
and colleagues later defined health care system´s cultural 
competence as the ability of the system to provide care and 
adapt services to patients with different values, beliefs, and 
behaviours, thereby meeting patients’ social, cultural, and 
linguistic needs (2002). Cultural competence is therefore 
an overarching term that includes both individual-level 
skills and characteristics of the organizational and/or sys-
temic level of the healthcare system (Cai, 2016). For the 
purpose of this article, we have adopted the view as de-
scribed by Constantinou et al (2022). They view it as an 
umbrella term, encompassing diversity competence, struc-
tural competence, intercultural communication, cultural 
awareness, cultural humility, cultural sensitivity, cultural 
empathy, and cultural intelligence. These concepts collec-
tively capture the extensive scope of cultural competence, 
enabling effective, appropriate, and sensitive engagement 
in an understanding and reflexive manner, not only con-
cerning ethnicity and cultural background but also gen-
der, age, lifestyles, personal choices, and more. No other 
concept can comprehensively encompass all the skills and 
knowledge required for appropriately working with di-
verse patients (Constantinou et al., 2022).

Despite the important role of cultural competence in 
providing high‐quality care and reducing social disparities 
in healthcare, this concept doesn’t seem to be widely rec-
ognised as a strategy to improve health care accessibility 
and quality in the Central and Eastern European (CEE) 
region. A scoping review on cultural competence inter-
ventions in European healthcare has shown a significant 
lack of research especially in Mediterranean countries, 
compared to other parts of Europe, and has highlighted the 
need for increased focus and development of cultural com-
petence (De-María et al., 2024). On the other hand, it has 
been shown that, for example in Slovenia, vulnerable and 
marginalized groups face many barriers to health as well 
as unequal and discriminatory health treatments (Lipov-
ec Čebron & Huber, 2020). Similar findings where shown 
in the research, conducted in Slovenia, Croatia, Germany 
and Poland. In all four countries ethnic, national, cultural, 
and religious minorities, as well as migrants and foreign-
ers, often encounter barriers to healthcare access due to 
factors, related to the lack of cultural competence (e.g. lan-
guage barriers, presence of discrimination and discrimina-

tory behaviours, inadequate cultural competence training) 
(Ramšak et al., 2023). These facts point to the importance 
of advancement of cultural competence in healthcare sys-
tems in the CEE region, but the literature related to the 
systemic implementation of this concept is scarce. 

With our research we aimed to adress this gap in litera-
ture by examining the perspectives of Slovenian healthcare 
and cultural competence experts on the barriers to cultural 
competence, as well as on the measures for its advance-
ment. We start by literature review on the importance and 
the characterisitcs of culturally competent health care sys-
tems, as well as on the barriers and interventions identified 
in the previous studies. This is followed by the method-
ology section, a summary of the results, and a discussion 
of our findings. Finally, conclusions and suggestions for 
future implementation and research directions are given. 

2	 Literature review

Healthcare systems are often marked by formal and 
informal barriers that affect the accessibility of healthcare 
services. These barriers can be legislative, communicative, 
organizational, financial, geographical, and physical (Chi-
arenza, 2012). Recent study from New Zealand identified 
barriers as attitudinal barriers (lack of culturally competent 
healthcare providers, discrimination by healthcare provid-
ers, personal, social, and cultural attributes) and structural 
barriers (policies and frameworks that regulated the acces-
sibility of health services (Kanengoni-Nyatara, 2024). It 
has been shown that these barriers exist also in the CEE 
region (Ramšak et al., 2023). Not understanding and ad-
dressing these barriers have serious health implications 
and exacerbate healthcare disparities (Yong-Hing & Kho-
sa, 2023).

Achieving equal access to healthcare services is a 
complex, ongoing challenge that demands a multifacet-
ed strategy, involving policy reforms, public health in-
itiatives, and cultural shifts within the healthcare system 
(Hickson, 2024). Cultural competence is a crucial skillset 
and mindset for delivering high-quality care and reducing 
social disparities in healthcare (Constantinou et al., 2022). 
It is based on understanding the barriers to equal access 
and on understanding the needs of the population it serves 
(Truong et al., 2014). A culturally competent healthcare 
system can offer equitable treatment to patients with var-
ied values, beliefs, and behaviors, and can customize the 
delivery of care to align with patients’ social, cultural, and 
linguistic needs. It contributes to safer, more efficient, 
timely, and patient-cantered healthcare (Betancourt et al., 
2005), to improving health literacy, to reducing the vulner-
ability of minority groups (Powell, 2016) and may influ-
ence patient outcomes (Diamond et al., 2019; Schiaffino et 
al., 2020), even though the research on patient outcomes is 
limited (Chae et al., 2020). In culturally competent health-
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care system, patients’ negative healthcare encounters are 
reduced, adherence to medical advice is increased (Flynn 
et al., 2020), many communication misunderstandings are 
prevented and trust in healthcare professionals is increased 
(Paternotte et al., 2015; Flynn et al., 2020). 

In previous times and continuing today, it was sug-
gested that culturally competent system recognizes and 
acknowledges the importance of culture at all levels, as-
sesses intercultural reactions, disseminates cultural related 
knowledge, and adapts services to specific culture-based 
needs (Cross et al., 1989; Yong-Hing & Khosa 2023). In 
the culturally competent system, there should also be an 
awareness that there are far more differences within indi-
vidual cultural groups than among the groups themselves, 
and that differences are defined by many factors - not just 
ethnicity, but also age, region, education, and other influ-
ences (Engebretson et al., 2008). 

Effecting changes towards cultural competence with-
in the system necessitates a shift in organizational cul-
ture, with patient safety serving as the paramount guiding 
principle (Chassin & Loeb, 2013). Patient safety also en-
compasses cultural safety, wherein patients feel socially, 
spiritually, emotionally, and physically secure during their 
treatment. It underscores the dedication of healthcare per-
sonnel and institutions to foster an environment devoid of 
bias and inequality, ensuring that every patient feels em-
braced (Curtis et al., 2019). Regulatory bodies and health 
organizations should prioritize the incorporation of cul-
tural competencies, mandating them to ensure regulations 
that are modern, fair, compassionate, and equitable for 
diverse populations. Consequently, comprehensive train-
ing on cultural competence, sensitivity, and diversity intel-
ligence should be seamlessly integrated into all facets of 
the fitness-to-practice processes (Singh, 2023). However, 
the concept requires more than just culturally competent 
healthcare personnel; it must encompass the entire organ-
ization, which must be committed to effective diversity 
management (Rechel et al., 2013). Some of the most im-
portant barriers in the advancement of cultural competence 
in the healthcare system include organizational culture that 
does not prioritize cultural competence; staff attitudes that 
lack interest in diversity topics and tend to stereotype dif-
ferent groups; and a lack of information about the diver-
sity of the population served by healthcare organizations 
(Taylor, 2005; Reese et al. 2017). Ramšak et al. (2023) 
identified significant challenges in providing diversity-re-
sponsive healthcare, including healthcare underfunding, 
language barriers, insufficient cultural training or interper-
sonal competencies, and lack of institutional support. 

Strategies for the advancement of cultural competence 
are diverse. Experts warn against their inefficiency when 
fragmented approach is employed, focusing solely on one 
aspect in the healthcare system without clear consideration 
of their effects on other levels or their interconnections 
(Jongen et al., 2018). A scoping review of strategies for 

the advancement of cultural competence identified twen-
ty strategies on four levels. Strategies on individual level 
included linguistic and/or cultural matching interventions, 
use of adapted written or visual material, and inclusion 
of families. Strategies on the organisational level includ-
ed, but were not limited to, cultural competence training, 
integration of interpreter services and patient data collec-
tion and management. Strategies to implement cultural-
ly competent healthcare start with needs assessment and 
monitoring of organisational changes as well as creation 
of positions to monitor and supervise the process. Finally, 
strategies to provide access to culturally competent health-
care consist of integration of community health workers, 
user engagement, outreach methods and others (Handtke 
et al., 2019). 

In Slovenia, there is a need for a deeper understanding 
of the healthcare system’s relationship with population di-
versity and their needs. We must understand the perspec-
tive through our own “cultural lense” within the healthcare 
system. The aim of our research was therefore to examine 
the perspectives of Slovenian healthcare and cultural com-
petence experts on the barriers to cultural competence, as 
well as on the measures for its advancement. The research 
was conducted as part of a broader doctoral thesis research, 
investigating various aspects of cultural competence in the 
Slovenian healthcare system. For purpose of this article, 
we have focused on two research questions, namely:

RQ1. What are the most significant barriers to cultural 
competence in the Slovenian healthcare system?

RQ2. What are the most important measures for ad-
vancing cultural competence in the Slovenian healthcare 
system?

3	 Methodology

We employed a qualitative methodology, conducting 
semi-structured interviews on purposive sample - profes-
sionals from various levels of the healthcare system. In 
the field of cultural competence, qualitative methods are 
particularly suitable as they allow for a holistic view of 
social phenomena and sensitive data collection in natural 
settings (Bradshaw et al., 2017). The obtained results offer 
a complex description and interpretation of the discussed 
topic and often signal the need for action (Creswell, 2012). 
This methodology is also suitable at the national level, 
as demonstrated by Betancourt and colleagues in 2005, 
when they assessed the state, key perspectives, barriers, 
and trends in the development of cultural competence in 
the United States through interviews with experts (n = 37) 
(Betancourt et al., 2005). 

We interviewed three different groups of healthcare 
system professionals and experts in Slovenia. Our first 
group consisted of key decision makers (KD) - represent-
atives of various regulatory bodies of the healthcare sys-
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tem, including Ministry of Health, National Public Health 
Institute, National Chambers of various healthcare pro-
fessionals and others (n=14). Second group consisted of 
management of healthcare institutions (medical directors 
and head nurses of hospitals and healthcare centres - HM) 
(n=14), and our third group consisted of experts in the field 
of healthcare cultural competence (researchers and authors 
of scientific articles in this field - EX) (n=8). A total of 36 
interviews were conducted.

The questionnaire for semi-structured interviews was 
informed by our research questions in consideration of the 
chosen data processing methodology - directed (deductive) 
content analysis. In this methodology, targeted questioning 
on predetermined topics is important. The questions there-
fore included targeted questions on barriers to cultural 
competence in the healthcare system and on the measures 
needed for its advancement (In your opinion, what are the 
most pressing barriers to advance cultural competence in 
the healthcare system? What are the necessary measures 
for the advancement of cultural competence?). Interviews 
also included questions related to the understanding and 
familiarity with the concept of cultural competence and 
other perspectives related to this field (for example: How 
do you assess the attitude and response of your work envi-
ronment to the cultural diversity? How do you assess the 
need for cultural competence in your work environment, 
particularly in the Slovenian healthcare system? Do you 
believe that access to the healthcare system and within it 
is equal for everyone?) as well as questions on the specif-
ic indicators of cultural competence (for example: What 
are the opportunities for education in the field of cultural 
competence in your work environment? What measures to 
improve cultural competence have you taken/implemented 
in the last five years? Do you participate in initiatives to 
reduce cultural and language barriers - if so, which ones 
and in what way?). 

All interviewees were briefed on the purpose and pro-
cedure of the study, as well as on the protection of personal 
data, and we obtained their written consent for the collec-
tion and processing of interview data. The interviews were 
recorded using the Voice Memos application. The average 
duration of each interview was 27.5 minutes. Interviews 
were transcribed and entered into the Atlas.ti application, 
version 8.4.4., where further data analysis took place.

Data was analysed by the directed (deductive) content 
analysis. We chose this methodology because it is rec-
ommended for extensive textual data (Pope et al., 2000), 
although despite its frequent use, there is relatively little 
literature available to assist researchers (Assarroudi et al., 
2018). We conducted content analysis in steps, recom-
mended by Elo and Kyngäs (2008). In the first, preparatory 
step, we have predetermined themes based on our research 
questions, prepared the manifested data and performed 
multiple readings of the data. In the second step, we have 
organised the data – all data, recognized as barriers to cul-
tural competence and measures for its advancement, were 
assigned to these two predetermined themes. In the sub-
sequent rounds, data was coded within those themes and 
sorted into categories. Our last step was devoted to the cre-
ation of the data report. 

4	 Results

4.1	Theme: Barriers to cultural 
competence

We have identified a total of 159 quotations, which we 
have assigned to 19 codes and 7 categories. Table 1 de-
picts identified categories and codes whereas the number 
of identified quotations according to the interview group in 
each category is depicted in Picture 1.

Table 1: Identified barriers to cultural competence 

Category Codes

Lack of time and personnel Time constraints, Insufficient staff

Lack of information for users Lack of simple language materials, Lack of materials on healthcare 
organisation and rights, Lack of foreign language materials

Lack of legislative foundation Contradicting laws, Lack of regulation on Interpreters and Intercul-
tural Mediators

Lack of multidisciplinary and multilevel ap-
proach

Lack of multidisciplinary cooperation, Lack of coordination among 
healthcare levels, Lack of national solutions

Lack of data Inability to collect data, Insufficient research, Insufficient dissemina-
tion of available data

Lack of communication possibilities and skills Poor communication skills, Linguistic barriers, Misunderstandings

Lack of technological and space resources Digitalisation barriers, Outdated technology, Lack of space

http://Atlas.ti
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The most frequently cited barrier to advancing cultur-
al competence, particularly by key decision-makers and 
managers of healthcare institutions, was the lack of data. 
This was followed by the absence of a multidisciplinary 
and multilevel approach, a barrier most frequently high-
lighted by experts in comparison to other obstacles. Anoth-
er significant barrier identified was the lack of communi-
cation possibilities and skills. This was followed by a lack 
of time and personnel, insufficient information available 

to healthcare users, and the absence of a legislative foun-
dation. Additionally, the lack of technological and spatial 
resources was noted as a barrier, especially in data provid-
ed by managers of healthcare institutions. Representative 
quotations corresponding to each barrier category are pre-
sented in Table 2. 

Figure 1: Barriers to cultural competence: number of quotations by category and interview group 
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Table 2: Representative quotations of barriers to cultural competence in the Slovenian healthcare system

Category Representative quotations

Lack of time and personnel “It’s hard for me to criticize or blame a doctor or nurse for not behaving culturally 
competent when they have 60 people waiting, when they’re pressed for time, when 
they have to work 12 hours instead of 8 because there aren’t enough nurses, when 
they have to go from night duty to the clinic. It’s difficult, really difficult for health-
care workers to maintain an acceptable and high level under these circumstances.” 
(EX-1)

Lack of information for users “Lack of adequate information or information presented in a user-friendly manner. 
This emerges as one of the main barriers in all environments. The fact that they 
don’t have the right information. Very basic information regarding the healthcare 
system, insurance, or what services the health centre or health promotion centre 
even provides...This really manifests as a pressing problem.” (KD-8)

Lack of legislative foundation “The Patient Rights Act states that you must provide care in the Slovenian language... 
on the other hand, you must ensure that they understand what you are saying. Here 
comes the conflict, and we have pointed this out, but as I said, there wasn’t much 
receptiveness.” (HM-10)

Lack of multidisciplinary and multilevel 
approach

“This is not part of a system, we are dealing with it or focusing on it only with-
in a very narrow group of healthcare workers, mostly nurses... So, doctors are not 
reached. The first barrier that arises is that the decision-makers are doctors.” (EX-5)

Lack of data “Even if we look only at the population level, regarding the Statistical Office for col-
lecting data, they are not allowed by law to collect data on religion, not even the 
Roma community, unless they themselves identify as Roma. Here, we actually don’t 
have an accurate number unless we go into the field and ask them.” (KD-8)

Lack of communication possibilities 
and skills

“What’s lacking is adequate communication. We don’t know how to communicate, 
neither with patients nor with each other. Even just for us to talk, communication... 
we’re barefoot here. We don’t have that. Communication is dismal. Even Slove-
nian-speaking communication.” (KD-9)

Lack of technological and space 
resources

“And here we’re not even talking about electronic matters, such as e-referrals and 
e-prescriptions, which are perceived as barriers from multiple perspectives, not 
just because of understanding but also due to access to the internet, to computers. 
That’s one thing.” (KD-8)

Table 3: Identified measures for advancement of cultural competence 

Category Code

Expansion of Human resources Implementing staffing standards, Increasing the number of healthcare workers, 
Inclusion of other professionals in healthcare team

Policies and procedures Policies on national level, Policies and procedures on healthcare organisation´ 
level

Linguistic measures Use of interpreters and intercultural mediators, Availability of linguistically ad-
justed materials 

Inclusion and advocacy Inclusion of diverse groups in healthcare policy creation, Empowerment of 
healthcare workers to act as advocates 

Sensibilisation and education Measures in basic training, Continuing education measures, Training of stake 
holders and decision makers

Flexible organisation Adjustment of service delivery, Adjustment of service location, Less bureaucracy  

Research and data collection Research initiatives, Data collection, National data dissemination

Implementation of Quality standards Quality certification, Quality fostering culture

Improvement in clinical communication Clinical communication basic education, Clinical communication ongoing train-
ing, Clinical communication standards 
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4.2	Theme: Measures for advancement 
of cultural competence 

We have identified a total of 178 quotations, which we 
have assigned to 23 codes and 9 categories. Table 2 de-
picts identified categories and codes whereas the number 
of identified quotations according to the interview group 
in each category is depicted in Picture 2. Each category 
is accompanied by a representative quotation in Table 4.

Among the essential measures for fostering cultural 
competencies, we distinctly recognized substantial data 
highlighting the necessity for awareness-raising and ed-
ucational efforts, especially in the data obtained from 
experts and key decision-makers. Data from managers 

of healthcare institutions indicates the importance of ex-
panding human resources, measures related to inclusion of 
vulnerable groups and their advocacy, and linguistic meas-
ures, such as use of interpreters and availability of linguis-
tically adjusted materials. Linguistic measures were also 
commonly cited by experts and key decision-makers. Oth-
er measures, such as integrating policies and procedures 
to support cultural competence, implementing quality 
standards, improving clinical communication, enhancing 
research and data collection, and increasing organization-
al flexibility, had similar overall frequencies of citations. 
Representative quotations corresponding to each measure 
category are presented in Table 2. 

Figure 2: Measures to advance cultural competence: number of quotations by category and interview group 
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Table 4: Representative quotations of identified measures for advancement of cultural competence 

Category Representative Quotation

Expansion of Human resources “I definitely see the greatest need in strengthening the workforce of the system. 
That’s a fact.” (KD-1)

Policies and procedures “At the institutional level or even at the national level, it’s time to address this 
very seriously, also as part of the strategy” (HM-2)

Linguistic measures “We have very concrete needs for interpreters, which are notably lacking, let 
alone interpreters for healthcare needs. This is something that would help us to 
communicate at all.” (EX-3)

Inclusion and advocacy “Anyway, essential, I mean, very important is this inclusion because otherwise... 
Experts have their own prism, and we think we’re doing the best, but with the 
best intentions, we’re completely wrong.” (EX-8)

Sensibilisation and education “Firstly, it is necessary to establish an understanding, as we said earlier, that 
cultural dimensions even exist. Until healthcare workers are aware of this, they 
don’t know that they have a need for intercultural competence.” (EX-2)

Flexible organisation “The flexibility of the healthcare system to allow healthcare workers some flex-
ibility in terms of time organization at the clinic, and ultimately even for home 
visits, if necessary, would, of course, be very, very desirable.” (EX-1)

Research and data collection “In order to master this cultural competence, from my perspective, it would be 
necessary to first assess where we stand. To check where we are in Slovenia or in 
a particular hospital, what tools we have, what this cultural competence is, and 
based on that, start with education or training.” (KD-2)

Implementation of Quality standards “We only began to think about this when we embarked on obtaining this certi-
fication. That’s when we really started to think about all these things.” (HM-10)

Improvement in clinical communication “Without a doubt, we really need to seriously start dealing with medical hu-
manism and communication in healthcare. Someone should realize that this is 
currently among the most pressing issues, almost as much as waiting lists. By the 
way, I personally strongly believe that waiting lists in at least a third of cases are 
the result of poor communication.” (EX-5)

5	 Discussion

The essential condition for the cultural competence 
advancement is having sufficient information about the 
requirements and needs within the system, and often the 
problem lies precisely in the lack of available information. 
Our research indicates that lack of data related to diverse 
healthcare system users and their needs is an important 
barrier. None of the interviewees had data regarding vul-
nerable or other relevant groups residing in the institu-
tion’s area of operation, the size of these communities, or 
their health-related characteristics. 

Lack of data was justified in our research by inability 
to collect data due to legislative background of data collec-
tion, prohibiting inquiries about religion, ethnicity, social 
background, and similar characteristics. Indeed, European 
regulation on the protection of individuals with regard to 
the processing of personal data states that the processing 
of data revealing, among other, racial or ethnic origin, 
religious or philosophical beliefs, sex life or sexual ori-
entation shall be prohibited (Regulation (EU) 2016/679, 

Article 9(1)). However, it is stipulated in the same article 
in paragraph 2 that this does not apply when processing is 
necessary for the purposes of preventive medicine, medi-
cal diagnosis, the provision of health or social care or man-
agement of health or social care systems and services. It is 
also allowed when there is a substantial public interest in 
the area of public health, such as for ensuring high stand-
ards of quality and safety of healthcare (Regulation (EU) 
2016/679). Recommendations from the World Health Or-
ganization also indicate that collecting data on vulnerable 
groups and differences in their health outcomes compared 
to the general population is crucial for equality in health-
care (WHO, 2021). Carefully considered measures in this 
direction could therefore be possible and should be im-
plemented. This observation was also acknowledged by 
our study participants, who identified researching and ac-
quiring data relevant to vulnerable groups as an important 
measure. 

However, several researchers emphasized that the fo-
cus of research and data collection should not be limited to 
vulnerable groups. More importantly, it should include an 
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examination of how the healthcare system and structural 
factors contribute to inequality (Kapilashrami et al., 2015; 
Hui et al., 2020) – addressing these issues is a key require-
ment for ensuring cultural safety (Curtis et al., 2019). In 
our research, this aspect was not identified; however, it is 
important to acknowledge it due to its growing recognition 
and significance.

Our findings revealed a notable barrier to achieving 
cultural competence in the healthcare system due to the 
absence of a multidisciplinary and multi-level approach. 
We have observed that there are many individual efforts to 
advance cultural competence on various levels, especially 
in primary care, but they are lacking connection and coor-
dination. It has been shown in other research that culturally 
competent actions are often not systematically promoted 
through organizational contexts but are primarily support-
ed by the individual efforts of staff members (Schenk et al., 
2022). Fragmentation within healthcare systems can hinder 
coordinated efforts to address health disparities (Okolo et 
al., 2024), thus an effective approach necessitates a multi-
disciplinary and multi-level commitment (McCalman et 
al., 2017; Mews et al., 2018). It is therefore imperative that 
healthcare organizations, as well as regulatory bodies, en-
sure a coordinated and multidisciplinary approach in their 
efforts to advance cultural competence.

When discussing multidisciplinary commitment, the 
role of anthropologists in the advancement of cultural 
competence should not be neglected. Their advocacy for 
heightened focus on the socio-cultural aspects of health 
has been crucial to advancing cultural competencies with-
in healthcare (Lipovec Čebron & Huber, 2020). Our re-
search has shown that the inclusion of additional experts 
in the healthcare team is a crucial measure; however, the 
specific role of anthropologists was not acknowledged. We 
speculate that the role of anthropologists is not well under-
stood by healthcare workers.

Integration of cultural competence into healthcare 
policies is another crucial step to advance cultural compe-
tence. This concept requires a foundation in the strategic 
documents of healthcare organizations to ensure respon-
siveness to the diverse needs of populations. It has been 
shown that values associated with population diversity 
must be clearly articulated, and leadership must support 
diversity and ensure that these values are reflected in prac-
tice (Okolo et al., 2024). One of the key values is also 
readiness and ability to adjust, or in other words, organiza-
tional flexibility, which was emphasized by our interview-
ees as an important measure. Flexibility is undoubtedly 
a crucial requirement for operating in the uncertain and 
evolving environment characteristic of healthcare (Kumar 
et al., 2018). With increasing diversity, it is required across 
all organizational levels, requiring close and constructive 
collaboration (Van Gool et al., 2017, Schenk et al., 2022). 

Quality accreditation and quality fostering culture has 
also been identified in our research as an important meas-

ure for cultural competence advancement. Increased level 
of quality and safety can indeed be achieved thru these 
measures (Mitchell et al., 2020), however, quality certifi-
cation must encompass issues related to diversity. Curtis et 
al recommend that evidence of cultural safety is a require-
ment for accreditation and ongoing certification (2019).

Our research has also identified lack of communica-
tion abilities and skills as an important barrier to cultural 
competence. It is well known that clear and effective com-
munication between healthcare professionals and users is 
crucial for accessible, high-quality, and safe healthcare 
(Jongen et al., 2018) and is indeed closely linked to cultur-
al competence (Henderson et al., 2018). Intercultural com-
munication is among the skills that is increasingly required 
(Železnik et al., 2017). Key communication tasks for the 
purpose of cultural competence include understanding the 
patient’s background, providing information, involving the 
patient in healthcare decisions, understanding the patient’s 
beliefs and values, gaining the patient’s trust, and provid-
ing appropriate support (Brown et al., 2016). Language 
barriers, which we have recognised in our research, can 
render all these tasks impossible or exceedingly difficult 
in practice. They may affect the outcome of the treatment, 
which is also valid for Slovenian healthcare (Ramšak et al., 
2023). Primary responsibility for tackling these obstacles 
lay within the healthcare system (Škraban, 2020). From an 
organizational perspective, it is crucial to establish clear 
guidelines for integration of professional interpreters and 
intercultural mediators into healthcare practices (Lundin et 
al., 2018) - the necessity of this measure can be confirmed 
with our observations. 

Our research indicates that enhancing overall clinical 
communication skills is as important as overcoming the 
language barriers. Patient rights advocates in Slovenia 
agree and emphasize the need to improve communication 
at all levels. They state that the cause of complaints often 
lies in unclear communication between the patient and the 
healthcare professional. According to the State Report on 
the Status of Patient Rights for the year 2019, advocates 
for patient rights highlight frequent grievances concerning 
patients’ rights to information and involvement, underlin-
ing the pressing need for improved communication (Gov-
ernment of the Republic of Slovenia, 2020). 

Linguistic measures identified in our study should also 
address the lack of linguistically adjusted information 
for diverse healthcare system users. It is essential that all 
health-related information is equally accessible to every-
one. This entails not only more efficient dissemination 
of information to non-native speakers but also employ-
ing language that accommodates various levels of health 
literacy (Davidson et al., 2013). Furthermore, presenting 
information in a manner that mitigates the digital gap is 
crucial. The availability of internet access has influenced 
the distribution of influence and resources within society 
(Sparks, 2013). While global studies indicate a decline in 
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disparities in access to information based on ethnicity, dis-
crepancies linked to socioeconomic status and especially 
older age are exacerbating (Hong & Cho, 2016; Mubarak 
& Suomi, 2022). Though it is important to employ health 
information technology in healthcare, it is also important 
to guarantee equitable access across diverse populations 
(Saeed & Masters, 2021).

Interview participants also emphasized the constraints 
of time and shortage of personnel in the healthcare system 
as obstacles to achieving cultural competence. Especially 
managers of healthcare institutions saw the expansion of 
human resources as an important measure. While the lack 
of personnel is a well-known fact in today’s healthcare 
system across the world, acquiring cultural competence 
should not impose additional burdens on existing health-
care staff. Instead, this strategy can aid in retaining per-
sonnel (Delphin-Rittmon et al., 2013). There is, however, 
a notable paucity of literature examining the impact of cul-
tural competence on the necessary staff ratio. Research in 
this area rather indicates that prioritizing the recruitment of 
personnel from diverse backgrounds is a critical measure, 
as it promotes culturally competent behaviors (Handtke et 
al., 2019; Schenk et al., 2022). Interestingly, our study did 
not identify having a culturally diverse workforce as a nec-
essary measure.

We have, however, identified measures related to the 
inclusion and advocacy of diverse groups of healthcare 
users. In Slovenia, the involvement of not only vulnera-
ble groups but users in general in the healthcare politics is 
relatively rare. An almost decade old study comparing user 
involvement in England, Slovenia, and Poland showed 
that the healthcare system in England was proactive in 
incorporating user opinions into healthcare policy, while 
users in Slovenia traditionally had a more passive role, and 
the concepts of genuine inclusion were still in their infancy 
(Lichon et al., 2015). Kavčič et al noted that in Slovenia, 
healthcare policies were primarily formulated by experts 
and decision-makers whereas users were not offered eq-
uitable partnership or influence on healthcare strategies 
(2015). In terms of cultural competence development, the 
inclusion of vulnerable groups, including those with cul-
tural and linguistic diverse backgrounds, is a strategy of 
paramount importance (McCalman et al., 2017) – it has 
been proven, that cultural competence and effective con-
sumer engagement are closely linked (Harrison, 2019).

Most important measure identified in our study was to 
increase cultural sensibility and provide education on the 
topics of diversity and cultural competence. The impact 
of cultural competence education in improving knowl-
edge, attitudes, self-confidence, and skills among health-
care workers is supported by solid evidence (Jongen et al., 
2018; Lin & Hsu, 2020). According to our results, educa-
tion and awareness-raising activities should be strength-
ened at all systemic and organizational levels, as well as 
in intersecting systems (education, social welfare). It was 

somewhat surprising that in our research, the need for these 
measures were frequently found in the data obtained from 
experts and key decision makers, but less frequently from 
managers of healthcare institutions. Healthcare managers 
are namely responsible for cultivating a workforce capable 
of meeting the diverse needs of patient populations. This 
includes promoting diversity among healthcare personnel, 
providing ongoing training in cultural competence, and 
cultivating an inclusive environment (Okolo et al., 2024).  
Involving leadership and decision-makers in the educa-
tional efforts is the only way to achieve sustainable results 
(Weech-Maldonado et al., 2018).

5.1	Study limitations

We ensured the reliability of our results by adhering 
to recommendations applicable to qualitative research. In 
doing so, we relied on a plethora of scientific articles in 
the field of qualitative methodology and standards for re-
porting such research (Giacomini et al., 2000; O’Brien et 
al., 2014; Johnson et al., 2020). We have ensured the reli-
ability through data saturation and triangulation, achieved 
by conducting semi-structured interviews with various 
groups of healthcare professionals and experts. We have 
also continuously adhered to the principle of reflexivity, 
which means that the researcher must constantly examine 
their own beliefs, assumptions, and biases, as well as their 
influence on data collection and interpretation of results 
(Johnson et al., 2020). Nevertheless, it cannot be denied 
that the characteristics of the researchers, including per-
sonal traits, qualifications, experiences, assumptions, and 
the like, can influence the study (O’Brien et al., 2014; 
Johnson et al., 2020). Further limitations relate to the fair-
ly unknown concept of cultural competence in Slovenia, 
characterised by new terminology and large complexity of 
the field, potentially leading to varying understanding of 
the topic being explored. 

6	 Conclusion and recommendations

The cultural competence of the healthcare system is vi-
tal for attaining equality and quality in healthcare delivery. 
It also plays a crucial role in ensuring healthcare is safer, 
more effective, timely, and patient-centred. This concept 
is not an unreasonable expectation, as it aligns with fun-
damental human rights and principles of social justice that 
underpin modern society. Cultural competence, along with 
cultural humility, should be a standard requirement for 
every contemporary healthcare system. However, achiev-
ing it necessitates the integration of this concept across all 
levels and aspects of the system, requiring systematic and 
cohesive actions at the individual, team, organizational, 
and broader societal levels.
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Our research has identified multiple barriers to cultural 
competence within the Slovenian healthcare system, with 
most of them occurring at the systemic and organizational 
level. Correspondingly, most of the identified measures to 
address these barriers must also be implemented at these 
levels. Isolated individual efforts and improvised solutions 
in this area are insufficient for enabling the healthcare sys-
tem to successfully transition toward achieving compre-
hensive cultural competence. However, systemic and or-
ganizational measures can ensure that cultural competence 
becomes an integral part of the healthcare system.

We have demonstrated that majority of necessary 
measures have a solid evidence base. Nevertheless, stud-
ies on related topics mainly come from countries where 
cultural competence has been a known concept for dec-
ades, while our research is one of the few originating from 
South-Central Europe. We believe that the failure to rec-
ognize cultural competence as a crucial strategy for ad-
dressing healthcare inequalities in the studied geographi-
cal area may be a cause for concern. The first step towards 
achieving safer and more equitable healthcare services 
should involve incorporating the core principles of cultur-
al competence—such as respect for diversity, adaptability, 
continuous education, and effective communication—into 
strategies and policies at both systemic and organizational 
levels. Subsequently, efforts should be made to address the 
barriers identified in our research and other related stud-
ies. These include lack of data and research in this area. 
Data concerning diverse groups or individuals in our re-
gion are notably scarce, not only regarding their needs and 
the obstacles they encounter within the healthcare system 
but also in terms of the magnitude of these issues and 
their consequences. Additionally, there is a lack of data 
on potential efforts and their effectiveness in addressing 
the needs of diverse populations. Future research should 
thus prioritize gathering additional locally sourced data to 
facilitate culturally specific solutions in advancing cultural 
competence.
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